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The old tonsil operation for removal of en- 
larged and diseased tonsils was called tonsillot- 
omy and very often that is what it was. It was 
found that merely cutting off some tonsil stump 
did not cure the patient of focal infection and 
that concealed diseased crypts often left the con- 
dition worse than before. Then tonsillectomy or 
removal of the whole tonsil was devised. This 
operation goes to a greater depth, is concerned 
with more vital structures, and if properly done 
is a major operation. It is not necessary to say 
that a correct tonsillectomy removes the whole 
tonsil without removing associated tissue, such 
as the faucial pillars (the glossopalatine and the 
pharyngopalatine muscles) or the soft palate; 
and cutting into underlying muscle should be 
avoided. Such an operation goes to the region 
of large arterial supply, and one who attempts 
to remove tonsils should be familiar with the 
anatomy of the throat, particularly the blood 
supply, and be prepared to cope with any 
hemorrhagic situation. Technical training and 
experience is vital for safety. It may be men- 
tioned here also that when tonsillectomies are 
performed by surgeons from inaccessible dis- 
tances and who leave immediately after opera- 
tion, the doctor assuming the responsibility of 
the patient should not only know his anatomy 
but should be skilled enough to be able to ligate 
or suture any vessel. There have been deaths 
from hemorrhages when such skill was lacking, 
and there probably will be more deaths. Know- 
ing one’s anatomy is not saying one can control 
such hemorrhage any more than knowing one’s 
notes is any proof that one is able to play an 
instrument. 

The principal object in presenting this paper 


_*Read before the Medical Society of Delaware, Lewes, 
september 27, 1932. 


is to point out the arterial supply in the region 
of the tonsil, and to emphasize its importance. 
The tonsil is very vascular. It receives its blood 
supply from the tonsillar and palatine branches 
of the external maxillary artery (facial), from 
the descending palatine branch of the internal 
maxillary, from the dorsalis linguae of the 
lingual, and from the ascending pharyngeal. Its 
chief supply comes from the tonsillar and as- 
cending palatine branches of the external max- 
illary (facial). They pierce the superior con- 
strictor opposite the lower pole of the tonsil, in 
its lower half. They are the ones most often 
involved in_ post-operative hemorrhage and 
hardest to control because they are deep within 
the lower half of the sinus tonsillaris. Normally 
the internal carotid lies 2 cm. (4/5 in.) behind 
and external to the posterior pillar. The thin 
superior constrictor and the pharyngeal appo- 
neurosis separate the internal carotid from the 
tonsil, and you can readily see the possibility 
of going through and entering a close carotid. 
I have seen cases after dissection of the tonsil 
where the carotid was seen pulsating into the 
superior constrictor muscle. 


There are cases in which an internal carotid 
is tortuous, forming a loop, and these pulsating 
cases may have been such. Death has _ been 
caused by cutting one of these loops, as demon- 
strated at autopsy, showing how important it is 
to have this possibility in mind. Cross section 
of such a case looks like there are three inter- 
nal carotids. Figure one shows an upward bend 
of the external maxillary and lingual arteries, 
lying dangerously near the pharyngeal tonsillar 
wall of the lower pole of the tonsil. The veins 
of the tonsil form a plexus lying in the walls 
of the sinus at the side of the tonsil, and may | 
give rise to severe hemorrhages if they are cut. 
Venous hemorrhage is usually controlled by 
pressure, but a cut artery or vein should be 
ligated. In general surgery it is a generally ac- 
cepted axiom that all bleeding vessels in a 
wound should be ligated. It may be necessary 
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FIGURE 1 

Dissection of deep face region, showing the more im- 
portant arteries in relation to the external surface of 
the superior constrictor muscle and the floor of the 
palatine tonsil. The internal carotid artery in this case 
pursues a directly vertical course. It should be noted 
that both the external maxillary (facial) and the lin- 
gual arteries have conspicuous cephalicallvy directed 
knees which come dangerously near the tonsillar wall: 
a, internal maxillary artery and branches; /, styloglos- 
sus muscle; c, stylopharyngeus muscle; d, ascending 
pharyngeal artery; e, internal carotid artery; /, external 
carotid artery; g, vertebral artery; 4, ascending pala- 
tine artery; &, superior pharyngeal constrictor muscle; 
l, tonsillar branch of external maxillary artery; m, ex- 
ternal maxillary (facial) artery: mn, lingual artery; 0, 
hyoglossus muscle; ¢, thyroid cartilage. 


FIGURE 2 
The sinus tonsillaris after the tonsil has been removed. 
The anterior pillar is held aside to show the depth of 
oe sinus also the large vein in the posterior external 
angle. 
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to pass a suture completely around the tonsillar 
sinus (figure three) suturing the pillars together 
or else suturing the pillars over some gauze 
packing. At any rate, in general, it can be said 
that the time to stop a tonsillar hemorrhage is 
before the patient leaves the operating room, 
and the patient should be under control to 
handle the case properly. In some cases when 
the slough begins to come off a vessel becomes 
exposed, and there is severe hemorrhage. This 
most often occurs in seven to nine days after 
the operation. 

This paper is not intended to discuss the 
methods of operating, or the indications for op- 
erating. I will give you my technic in doing 
local tonsillectomies, because I have found it 
very satisfactory and because I will try to bring 
out several safeguards. In the first place I do 
not give morphine in general or local*, because 
of the danger of interfering with the pharyngeal 
and laryngeal reilex. I want the patient to be 
able to cough out any material he might in- 
spire. In local I used to give 1/200 gr. scopola- 
min one-half hour before operation, but for the 
last several years I have been using a drug that 
is an antidote to cocain and novocain. Some 
of my patients used to become faint during 
operation, beads of sweat would sometimes ap- 
pear on the forehead, the pulse would become 
rapid, etc. I thought that these symptoms were 
probably caused by nervousness, but I feel now 
they were at least partly produced by the anes: 
thetic. With the antidote, however, there has 
been no evidence of poisoning. The operation 
is almost like a party, the patient usually carry- 
ing on a conversation as under ordinary circum: 
stances, and it is possible to have practically 
every patient leave the operating room smiling. 
In 1925 Tatman, Atkinson and Collins reported, 
in the Journal of Pharmacy and Experimental 
Therapeutics, on the experimental use of the 
barb:turic acid hypnotics as they affected the 
minimal lethal dose of cocain in animals. They 
used a mixture of sodium barbital and a sat- 
urated solution of paraldehyde. They found that 
a prophylactic administration of the mixture 
raised the tolerance several times to subcutane- 


*Nore.—Dr. William Moore, Philadelphia, has stated that 
in answer to his query concerning pulmonary complications 
of tonsillectomy. the reply was invariably that morphine 
had been given. He and his colleagues concluded thai 
the most important thing in an adult was not to give 
morphine. 

Atropine lessens secretions, but it also lessens or causes 
to cease activity on the part of ciliated epithelium. 
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ous injections of cocain. Following this experi- 
mentation, experiments were carried on in the 
clinic of Beck and Pollock, and in 1926 Gult- 
man made a preliminary report in the Archives 
of Otolaryngology on phenobarbital in the pro- 
phylaxis and treatment of acute cocaine intoxi- 
cations. For several years I have been using 
this drug in all cases of local tonsillectomies, a 
capsule of three to five grains one-half to one 
hour before operation. As far as I have been 
able to learn there has been no death reported 
from cocain or novocain when phenobarbital was 
used as a prophylactic. In cocain poisoning the 
drug can be given intravenously, grain one- 
tenth, in solution, per pound of body weight. 

A woman 38 years of age had cocain applied 
to her nose by another physician. Edema of 
the pharynx and larynx developed, help was 
called, and for a time the patient’s life was in 
the balance. She came to my office, I applied 
a little cocain and the same condition as before 
started. I had her return after a few days, 
when I gave her a capsule of three grains of 
phenobarbital. One-half hour after this I made 
several applications of cocain to the mucous 
membranes of her nose and no edema or symp- 
toms of cocain poisoning appeared at all. I may 
mention the fact that I never use cross-anes- 
thetics, for example, never use both cocain and 
novocain, because the combination is more toxic 
than ether alone. 


The nerve supply to the tonsils comes from 
the sphenopalatine ganglion and from the 
glossopharyngeal, and forms a plexus around the 
tonsil. I use one per cent solution of novocain 
for local anesthesia, and inject in three places 
through the anterior pillars and in three between 
the tonsils and posterior pillars at the level of 
the lower pole, the middle pole, and the upper 
pole. The tonsil should not be entered with 
the needle because of the danger of carrying an 
infection into the circulation. A small quantity 
only of the anesthetic should be injected at any 
one place, because then if a vein is entered the 
amount of anesthetic entering the general cir- 
culation would be small. It is safer to inject a 
little, then advance the needle a little farther 
and inject a little more, and so one. Tonsil- 
lectomies should be done under local, if possible, 
in tuberculous patients. : 

Electrocoagulation and diathermocryptectomy 
is a subject in itself. Any one interested in this 
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. FIGURE 3 
Suturing the faucial pillars. 
will find it well covered in an article on ‘“‘Elec- 
trosurgery and the Otolaryngologist” by F. B. 
Balmer, in the Archives of Otolaryngology, 
April, 1932. Research on this problem was 
aided by a grant from the Council on Physical 


FIGURE 4 
Throat of a_ five-year-old child six months after 
tonsillectomy. 
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Therapy of the American Medical Association. 
I will just quote a few statements of Dr. Bal- 
er. “Thorough knowledge and the ability to 
remove tonsils surgically, as well as a knowl- 
edge of the electrical currents employed, is ab- 
solutely prerequisite to the proper and safe per- 
formance of electrosurgery. It is a dangerous 
weapon in the hands of the ill-trained.” “In 
general, the majority of tonsils are better suited 
to surgical removal.” “I advisedly make the 
statement that it has not been in my experience 
to see perfectly clean fossae in patients coming 
to me after having been subjected to the elec- 
trical method.” In reference to removing the 
tonsil at one sitting he states, “It is extremely 
dangerous, surgery being infinitely safer in every 
respect. I do not believe that it is possible to 
know exactly how far the current has destroyed 
the tissue when a large amount is affected.” 
There is no question that a great deal of harm 
is resulting from placing such an apparatus in 
the hands of the untrained and unscrupulous. 


Figure one shows a dissection of the deep face 
region, with the more important arteries in re- 
lation to the external surface of the superior con- 
strictor and the floor of the faucial or palatine 
tonsil. There you will see the knees of the ex- 
ternal maxillary and lingual, directed up and 
close to the tonsillar region. Figure two* shows 
some large veins in the floor of the sinus tonsil- 
laris. Figure three illustrates suturing the pil- 
lars, with the needle including the external sinus 
wall. Figure four is a picture six months after 
tonsillectomy of a child, and is the way we like 
to have the throat appear. Dr. Raymond A. 
Moore has kindly brought some splendid dis- 
sections and sections from the Daniel Baugh In- 
stitute of Anatomy, and I want to thank Dr. 
Moore and Prof. J. Parsons Schaefier for these 
specimens. Dr. Moore has spent many hours 
in preparing some special sections for this occa- 
sion. One section shows one of those aberrant 
or looped internal carotids I have referred to. 
Dr. Moore is an anatomist and will be glad to 
demonstrate not only the throat and _ face 
anatomy, but the head and neck, including the 
thyroid and its relations, all of which these 
preparations so well show. 


*Grateful acknowledgment is made for permission by 
Dr. J. P. Schaeffer and The American Medical Associa- 
tion to use Figure 1, and also for permission by the C. V. 
Mosby Company to use Figures 2 and 3, from Barnes’ 
monograph on The Tonsils. 
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DISCUSSION 


Dr. G. W. K. Forrest (Wilmington): I have 
only one thing to say about Dr. LaMotte’s local 
anesthesia in the removal of tonsils. He makes 
the statement that everybody has a lovely party. 
I can’t agree with him. I have seen Dr. LaMotte 
and I have seen other men remove tonsils under 
local anesthesia. They have a lovely party, but 
if I were the victim I would think it was hell. 
I have seen those people clasp their hands, 
grasp the table, keep their feet going like this, 
and all that sort of thing. Neither Dr. LaMotte 
nor any other surgeon would take out the tonsils 
of a member of my family under a local anes- 
thesia. 

Dr. A. J. StrrKot (Wilmington): There is no 
question but that local anesthesia is the anes- 
thesia. There is less risk. There are a certain 
number of cases, following general anesthesia, 
of lung abscesses. Europeans say that we have 
plenty of them, and that they don’t know what 
it is. I do not think that is entirely true; but 
nevertheless we have quite a few lung abscesses 
following tonsillectomy, and most of them fol- 
lowing general anesthesia. 

I happened to visit the Jefferson Broncho- 
scopic Clinic. Dr. Clerf was draining the lungs. 
I asked him how many of them they had fol- 
lowing tonsillectomy. He said they had had 
about 80 in the past seven or eight years, and 
ninety per cent of them, in round numbers, fol- 
lowed general anesthesia. So there is no question 
about it—local anesthesia is the anesthesia for 
tonsillectomy. 

Of course, you must have the confidence of 
the patient, etc., but if it is properly done— 
anesthetised or injected in the proper place—it 
is the most successful, and the cleanest way of 
taking out the tonsils. : 

Now as to the different anesthesias. I hap- 
pened to visit the Mayo Clinic where they do 
a great number of tonsillectomies and have used 
cocain for more than ten years. They use one- 
fifth of one per cent of cocain. I asked them 
if they had any reaction. They said, “Never. 
If we did, we would not use it.” They tell us 
that they do not have the reaction that we do. 

On the other hand, we possibly have seen in 
the papers today and yesterday where in Cin- 
cinnati a nurse prepared a solution and instead 
of using “grains” used “grams.” And three pa- 


tients, one after the other. died in a verv few 
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minutes’ time through the use of cocain. Of 
course at the Mayo Clinic they use very little, 
a small quantity, but they get anesthesia almost 
immediately and most of the patients do not 
feel the operative procedure at all. They claim 
that it is mostly mental, psychic, and they do 
hypnotize or give vocal anesthesia, as they 
call it. 

Personally I do not use cocain injections. We 
use applications to the nose almost every day, 
and spraying, and have very few reactions. 

Now as to the electro-coagulation method that 
came into use only a few years ago. Some of the 
doctors advocate it in almost every case, but 
the conservative men say that it does not take 
the place of surgery. There are various reasons. 
First of all, we remember the anatomy of the 
tonsil as having a very thick capsule, with a lot 
of crypts which go in deep and through the 
capsule, and by the electro-coagulation method 
you destroy quite a bit of lymphoid tissue, but 
it is almost a physical impossibility to destroy 
the capsule, and you have a lot of infection back 
of the capsule, and that creates as much dis- 
turbance as in the tonsil itself. 

Therefore, in selected cases, the electro- 
coagulation method is all right, such as active 
tuberculosis cases, or very bad heart disease, or 
hemophilia. I think it is a good method for these 
groups, but even then we do not know just how 
far the sloughing is going to take place and 
when, as Dr. LaMotte mentioned. I am using 
it in some cases and I say that it does hurt; 
most of them say it does hurt. 

We paint it with ten or fifteen per cent co- 
cain, and then when we turn on the current 
that spark does go in, and it destroys not only 
lymphoid tissue but sometimes the pillars and 
the muscles, and the patients go around with 
quite a bit of pain and discomfort, as they do 
in surgery. I think the surgical method is the 
method. 

Dr. Dick, in Chicago, with her co-workers ex- 
amined over 400 applicants to various hospitals, 
for nursing. Out of the 400 they examined, and 
these patients were operated on by various men, 
and some very good men, they found over 300 
incomplete, that is, pieces of the tonsil remained. 
That is our trouble. We must admit that we 
are not thorough enough, and sometimes it is 
physically impossible to remove the whole of 
the lymphoid tissue. At the time of the opera- 
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tion it is impossible to detect, or to see, or de- 
termine the normal lymphoid or muscle. 

We do leave pieces in there. They also find 
that there are more bacteria in those spaces per 
gram than there is in the virgin tonsil. In other 
words, it requires more and more skill to take 
the tonsils out, and take them out correctly. 
Not every one can, even with wide experience. 
We do fail in quite a few cases, and when we 
do turn the cases back to the pediatrician or to 
the internist sometimes we turn them back worse 
than when they came in. 

I say and plead that tonsillectomy is a major 
operation, if it is done properly, and we all have 
plenty of room to improve in the technique of 
removing the tonsil. 

Now as to hemorrhages: we have plenty of 
them. Quite frequently we are called up almost 
any time of the day or night and told that the 
patient is bleeding. Not only do shrinking so- 
lutions fail to stop it, but pressure fails to stop 
it; and then we have to know the anatomy— 
where to ligate, and how to ligate. : 

I think Dr. LaMotte has brought out some 
very important questions, and I think we ought 
to benefit by them a great deal. Thank you. 

PRESIDENT Hocker: Any further discussion 
on Dr. LaMotte’s paper? 

Dr. Dorsey Lewis (Middletown): I feel 
like backing up Dr. Forrest a little bit. I am 
not a specialist in those diseases, but I have sent 
a great many patients away for this work to be 
done. From what I have witnessed, and the re- 
sults we have gotten, I very much prefer the 
general anesthesia. The work is done very much 
better, and I think you are less likely to have 
dangerous complications at the time, or after- 
ward. 

Dr. E. R. MAYERBERG (Wilmington): Mr. 
Chairman, Dr. LaMotte’s paper and Dr. Strikol’s 
discussion serve to emphasize the importance 
of tonsillectomy. I thoroughly agree with Dr. 
Strikol that there are a lot of people doing ton- 
sillectomies that really haven’t any right to do 
them. I suppose we are largely responsible. I 
say ‘“we;”’ I mean the men who have charge of 
services, and take the residents and train them 
in this sort of work. 

We give them a certain number of cases to do 
and then they go out into practice, some of them 
skilled and some not. They proceed to do all 
types of tonsillectomy. The average case of ton- 
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sils, we will say in a child where you have no 
adhesions, but large tonsils, the instrument, no 
matter which one you use, is easily applied, and 
they do get them out cleanly. There is no ques- 
tion about it. 

It delights me on my service to run across 
the case, we will say, of an individual with a 
short neck and a small mouth, tonsils hard to 
engage and dissect, and turn one of these fel- 
lows loose on those cases, because it makes them 
realize that it isn’t so awfully easy. 

Now when they go out they get these cases, 
and if they get the tonsil, all right. If they don’t 
get it, it is just too bad for the patient. ‘The 
patient thinks the tonsil is out, and they go on 
with that same source of infection in the throat. 
They go from bad to worse. 

I make the same plea that Dr. Strikol did— 
that this operation should not be treated lightly. 
It is a major operation. Look at the slide that 
Dr. LaMotte showed and the description that 
he gave of he blood supply. It is one of the 
most vascular organs in the body. It certainly 
is dangerous from the standpoint of possible 
hemorrhage, and a man who operates surely 
must be capable of meeting any emergency that 
might arise. 

Some hemorrhages are very serious. Some 
patients lose their lives, and some of them that 
do not die have very prolonged and difficult con- 
valescent periods. 

As far as the anesthetic goes, I think that is 
not so much a man’s feeling about wanting to 
operate under certain conditions. I believe that 
a patient’s general condition should be taken 
into account. For instance, a highly nervous in- 
dividual, who is afraid of seeing the instruments 
and not knowing what is going on, is not a pa- 
tient for local anesthetic. My experience has 
shown that a great many patients who have had 
local tonsillectomies have a great amount of 
nervous shock afterwards, and if they have been 
operated on to remove a focus of infection, the 
family physician is treating that patient over 
long period of time for nervous shock. So there- 
fore that one particular type of case is not ideal 
for local anesthetic. 

When I do use local anesthesia, I usually give 
sodium amital or phenobarbituric acid a half 
hour before operation. I never have seen a pa- 
tient who returned to the room smiling, and I 
have never had one of them converse with me 
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during the operation. Sometimes they “cuss” 
at me during the operation under local anes- 
thesia. I have heard of these cases where they 
enjoy the operation, but I have failed in my 
own experience to run across one of that type. 
In fact they have said to me, “If I had it to do 
over again, I would certainly want to be asleep 
when it was going on.” 

As far as ether goes, I usually give an injec- 
tion of morphine and atropine, not enough to 
abolish the laryngeal reflex or the cough reflex. 
We do not want that. We want the patient able 
to expel mucous as it accumulates in the throat. 
The atropine checks the secretion. 

Certainly those patients that have a prelim- 
inary injection of morphine and atropine take 
the anesthetic better, and we use a continuous 
anesthetic. Patients are usually out of it fifteen 
minutes to half an hour after the operation. It 
gives you more time, you are not hurried, you 
are better able to control hemorrhage, and I be- 
lieve the patients do better, even though they 
are subjected to the dangers of lung abscess and 
pneumonia, these same things do occur under 
local anesthesia. A large percentage of those 
cases of lung abscess and of pneumonia follow 
local anesthetic, because the feeling in the throat 
is abolished after the nerve supply is blocked, 
and some of this material does get down into 
the larynx. 

So I would say that the anesthetic part should 
be largely determined by the individual and by 
the physician. I believe the operator should se- 
lect the anesthetic that he best works with. I 
also believe that the type of operation, the best 
operation, is the one that the individual surgeon 
is best adapted in using. There is no operation, 
the snare, the Sluder, the LaForce, or any of 
them, that you can say is the best operation. 
The best operation is the one that is best done 
by the surgeon who is doing that work. 

I have had patients say to me, “If you will 
use such and such a type of operation, I will get 
you to take my tonsils out.”” My answer to them 
is, “If you want that operation you go to a man 
who does that particular type of operation. [ 
don’t use that one as well as I do another type 
of operation.” They usually see the logic of it 
and I have very few drift away on that account. 

Now as to electro-coagulation: it is not the 
operation of choice. I feel that surgery is the 
best and the surest method of getting rid of 
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tonsils. There are certain indications for the 
use of electro-coagulation, heart condition, or a 
general debilitating condition where the general 
or local anesthetic is not advisable. 

Electro-coagulation is best done in several sit- 
tings. I would not advocate complete removal 
oi the tonsils at one or two sittings. In the 
first place, the reaction is too much and the 
patients will not stand it. With the proper cur- 
rent and the proper technique, by a man who 
is skilled in doing that work, the operation can 
be done just as well and as satisfactorily as it 
can be with any surgical procedure. 

I have seen many patients from men who are 
using the electro-coagulation method who know 
little or nothing about the anatomy of the 
throat, who have come in with terribly mu- 
tilated throats, destroyed pillars, contracted 
pillars, distortion of the soft palate; but you 
can’t blame that sort of thing on the particular 
type of operation. That is due to unskilled 
handling. 

The tonsil tissue can be eradicated just as 
well by the electro-coagulation method as _ it 
can be in any other way, provided the instru- 
ment is used right. I have seen fossae that have 
been just as clean as those that I have taken 
out surgically. 

So, Mr. President, I would say it is best not 
to condemn any method. They are all good 
methods when used properly, but I do condemn 
any man—lI don’t care who he is—who attempts 
to do electro-coagulation or attempts to take out 
tonsils surgically unless he is equipped by train- 
ing to do that sort of work. That is one thing 
that is filling the offices of the quacks, because 
some of our own men get out into fields where 
they have no business. 

PRESIDENT Hocker: Any further discussion? 

Dr. O. S. ALLEN (Wilmington): This is very 
interesting. My mind runs back a few years 
when I was an interne. I was on the ambulance 
service, and got a hurry call to go to a certain 
house. I thought it was just a routine call. They 
said, “Come quick,” however. Like most other 
internes I liked to jangle the bell going along, 
which I did as much as I could. When I got 
there I saw two doctors’ signs on the door. It 
was a doctors’ office, in other words. 

I walked on in, and back in the waiting room 
| found a doctor walking around very much 
exercised. He was the fellow who was doing the 


DELAWARE STATE MEDICAL JOURNAL 29 


operating. I saw another doctor on the floor. I 
recognized both of them. The physician who 
was walking around said, ““My God, what has 
happened?” I took my stethoscope out and, ex- 
amining the man on the floor, I thought I heard 
his heart beat. Since then I have doubted it. I 
believe now that the fellow was dead then. 
We got him into the ambulance, rushed him to 
the hospital, and used the pulmotor on him, and 
all of the emergency stuff possible. We didn’t 
know for some time what had happened. We 
did an autopsy on him. Both of these men were 
very well-known men. The nose and throat man 
was a very good man, and the other man was 
a very good man in his specialty. They were 
close friends. One said to the other—it was on 
a Saturday afternoon about one-thirty—“‘You 
come over to my office and I will take your 
tonsils out,” which he did. He injected novo- 


cain. The man slumped down like that. 


After the postmortem was done it was figured 
out and tracked back. He was using one-tenth 
of a grain of cocain, and the druggist put up 
ten per cent of cocain. So this all makes my 
mind run back to that as well as the incident 
Dr. Strikol recited. Ten per cent was just a 
little bit too much. So I guess it was up to the 
druggist that time, and the doctor was not to 
blame at all. 

PRESIDENT Hocker: Is there any further dis- 
cussion on Dr. LaMotte’s paper? It is very 
interesting. Dr. LaMotte! 

Dr. LAMotte: I want to thank you for this 
discussion, and I wish to say that every state- 
ment Dr. Strikol made is, I think, perfectly cor- 
rect. I am not claiming any credit for the be- 
havior of these patients. I give the credit to 
the antidote that I used. I think Dr. Forrest 
himself, if a member of his family had tubercu- 
losis and there was strong indication for re- 
moval of tonsils, would not want that person 
to have them taken out under ether. 

I have had some of the most nervous pa- 
tients, people who would almost jump out of 
their skin if you looked at them. I have sent 
them to the hospital, given them this drug, and 
it quieted their nervousness, and prevented ex- 
citement. 

I have just given you my experience. As I 
said, I was not discussing the methods, the dif- 
ferent ways of operating. Everybody should 
operate the way that gives him the best results. 
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I am simply giving you this as my experience. 
I do a great many under local, not children of 
course. Out at the Mayo Clinic they do all their 
adult tonsillectomies under local. I asked them 
there why they used cocain. Dr. Hemstead said, 
“Because it is quick.” By the time I anesthetize 
one side and then the other, the first side is 
ready for operation. 

If anybody who questions my statement 
about people smiling will come with me and see 
me do a few, they will agree with me that they 
do. It is a fact. Before they go out of the oper- 
ating room they are smiling. Now it is not my 
method, or perhaps my skill, but it is that seda- 
tive that has controlled the cortical cells of the 
brain that calms the patient and makes the op- 
eration easier for the patient. 

There is no question of course that if blood 
and mucous get down in the throat the patient 
is going to choke until he coughs it out or until 
you sponge it out. My experience has been that 
those I have operated on locally recuperate more 
readily and there is less shock, there is less loss 
of blood almost invariably, provided you can 
pick up any bleeding vessel and ligate it. If 
you have not had the training and experience 
in ligating these vessels and the patient stands 
there and gags and you can’t stop it, of course 
it is very, very disagreeable and it upsets them 
tremendously, and the more blood they lose the 
more shock there is. 


THE PRACTICAL APPLICATION OF 
BLOOD CHEMISTRY 


Joun A. Koimer, M. D. 
Philadelphia, Pa. 


1. Blood should be drawn from a vein before 
breakfast in the morning, or at least five hours 
after the last meal. 

2. The specimen should be placed in a test 
tube carrying sufficient potassium oxalate and 
gently shaken to prevent coagulation. 

3. For the determination of calcium, icterus 
index, and Van den Berghs, the blood should be 
placed in a plain test tube without oxalate, to 
permit coagulation and the separation of serum. 
For the icterus index and Van den Bergh de- 
terminations, hemolysis should be very care- 
fully avoided in order to prevent discoloration 
of the serum with hemoglobin. 
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4. The specimens should be promptly deliv- 
ered to the laboratory and especially for the 
sugar determination, unless special precautions 
are taken to prevent glycolysis. 

5. Basal metabolisms are best conducted ir 
a hospital, to insure proper mental and physica! 
rest for 10 to 18 hours before making the de- 
terminations. 

NORMAL VALUES 

Urea nitrogen, 12 to 15 mgm. per 100 cc of 
blood. 

Creatinine, 1 to 1.6 mgm. per 100 cc of blood. 

Non-protein nitrogen, 25 to 30 mgm. per 100 
cc of blood. 

Uric acid, 1 to 3 mgm. per 100 cc of blood. 

Cholesterol, 140 to 190 mgm. per 100 cc of 
blood. 

Sugar, 80 to 120 mgm. per 100 cc of blood. 

Calcium (total), 10 to 12 mgm. per 100 cc 
of blood. 

Sodium chloride, 450 to 500 mgm. per 100 
cc of blood. 

Sodium chloride, 570 to 620 mgm. per 100 cc 
of serum. 

Alkali reserve, 50 to 80 cc of CO, per 100 cc. 

Icterus index, 4 to 6 of color scale. 

Van den Bergh direct, negative. 

Van den Bergh indirect, 0.05 to 0.25 mgm. 
per 100 cc of blood. 


NITROGEN 

In pregnancy may be normally as low as 8 
mgm. per 100 c. c. 

First to be retained in impairment of renal 
function. May be normal if 40 to 50 per cent 
of kidneys are functionally active. Retention 
does not occur as quickly or as severely in chil- 
dren as in adults. 

Mild increase, 16-29 mgm. 

Moderate increase, 30-60 mgm. 

Severe increase, 60-120 mgm. 

With retention of 100 to 200 mgm. the pa- 
tient rarely lives over a year. Most valuable 
single test for prognosis. 

(a) Increase may occur in bilateral kidney 
disease: 

Acute and chronic glomerular nephritis. 

Chronic diffuse nephritis. 

Hypertensive cardio-vascular disease. 

Congenital polysystic kidneys. 

Pyelonephritis and pyelonephrosis. 

Poisoning from heavy metals. 
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Passive congestion. 

(b) Increase may occur in dehydration: 

Prolonged and severe vomiting. 

Gastric and duodenal fistulas. 

Severe diarrhea. 

Fevers. 

(c) Increase may occur in prostatic enlarge- 
ment and urethral stricture when obstruction 
involves decrease of urination; unilateral ob- 
struction may have no influence. 


CREATININE. 


Should be determined if urea nitrogen is high. 
A valuable check on urea nitrogen. High urea 
nitrogen with normal creatinine may be due to 
technical error or to obstruction of urinary tract. 

As it is almost entirely endogenuous in origin, 
it forms an index of the excretory capacity of 
the kidneys while the urea nitrogen is a more 
sensitive index of response to treatment. Low 
creatinine in a serious case gives favorable 
prognosis. 

Upper limit of normal, 1.6 to 2.0 mgm. per 
100 c.c. 

Mild increase, 2.5 to 3.0 mgm. per 100 c.c. 

Moderate increase, 3.0 to 4.0 mgm. per 100 
C.c. 

Severe increase, 5.0 or more mgm. per 100 
tc. 

In acute nephritis it is temporarily increased; 
of less significance than in chronic nephritis. 

When persistently 5 or higher the prognosis 
is very bad. 

Urea nitrogen, creatinine and phenol-sulphon- 
phthalein output probably best for determining 
grades of renal dysfunction: 

Mild nephritis: Urea Nitrogen, 16 to 30; 
Creatinine, 1 to 2; Phthalein (2 hours), 30 to 
50 per cent. 

Moderate nephritis: Urea Nitrogen, 30 to 
60; Creatinine, 2 to 3.5; Phthalein (2 hours), 
10 to 30 per cent. 

Severe nephritis: Urea Nitrogen, 60 to 120; 
Creatinine, 3.5 to 5; Phthalein (2 hours), trace 
to ten per cent. 

Uremia: Urea Nitrogen, 120 to 400; Crea- 
tinine, 5 or over; Phthalein (2 hours), none to 
trace. 

Urea nitrogen and phthalein are of chief value 
for the detection of slight impairment of renal 
function. Creatinine of more value for determin- 
ing severe impairment. 
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Blood sugar may be high in nephritis with- 
out diabetes. 
NON-PROTEIN NITROGEN 
The nitrogen remaining in the blood after the 


‘precipitation of proteins (the nitrogen in urea, 


uric acid, ammonia, etc.) 
Influenced by diet. 
Upper limit of normal, 35 mgm. per 100 c.c. 
Slight increase, 35 to 40 mgm. per 100 c.c. 
Moderate increase, 40 to 50 mgm. per 100 c.c. 
Severe increase, 50 to 100 mgm. per 100 c.c. 
Very severe increase, 100 or higher. 
Greatest increase occurs in uremia, acute in- 
testinal obstruction, and hemolytic anemias. 
Increased in renal impairment and especially 
in arterial hypertension. 
Sometimes increased in pneumonia. 
When 40 or more in prostatic obstruction the 
prognosis is poor. 


Uric AcIp 


Upper limit of normal about 3 mgm. per 100 
CL. 
Increase is an early indication of renal defi- 
ciency and increased permeability. 
Should be correlated with urea nitrogen and 
non-protein nitrogen. 
Increase may occur in: 
Acute and chronic nephritis. 
Uremia. 
Chronic arthritis and focal infections. 
Gout. 
Condition of increased protein destruction: 
Pneumonia. 
Leukemias. 
Fevers. 
Conditions associated with insufficient aera- 
tion of blood: 
Cardiac disease. 
Pleurisy. 
Emphysema. 
Severe anemias. 
Starvation states. 
Chronic lead poisoning. 
Eczema (with normal urea and non-protein 
nitrogen). 
CHOLESTEROL 
Associated with cellular activity and resist- 
ance to infection. 
Normally somewhat higher in women and in- 
fants than in men; somewhat higher in nurs- 
lings than in artificially fed infants. 
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May be increased in: 

Cholelithiasis. 

Chronic nephritis. 

Arteriosclerosis. 

Eclampsia. 

Nephrosis. 

Diabetes with acidosis. Very high in dia- 
betic lipemia. 

May be decreased in: 

Chronic bacterial infections. 

Syphilis. 

Typhoid fever, scarlet fever, pneumonia, 
etc. 

Starvation states. 

Pernicious anemia. 

Especially valuable for prognosis in diabetes. 
When increased, the incidence of neuritis and 
gangrene is higher. When high with normal 
blood sugar the course of diabetes is not un- 
eventful. Slight dietary errors in presence of 
high cholesterol more likely to increase the 
blood sugar. 

When high in prostatic enlargements the op- 
erative risks are greater and prognosis is poorer. 


SUGAR 


Upper limit of normal about 120 mgm. per 
100 c.c. 

About 10 per cent of absorbed sugar from 
fats and 58 per cent from proteins; balance 
largely from ingested sugars and starches. 

In diabetes mellitus there is deficient insulin 
production, resulting in deficient glycogen stor- 
age, and deficient oxidation of dextrose. 

Endocrine disturbances may influence insulin 
production. 

Hyperglycemia (blood sugars above 120) 
may occur in: | 

Temporary after meals; some emotional 
states; just before menstruation; after 
general anesthesia. 

Diabetes mellitus. 

Severe nephritis. 

Some cases of hyperthyroidism. 

Occasionally in hyperpituitarism. 

Pancreatitis. 

Cholecystitis with involvement of pancreas. 

Acute infections and tuberculosis. 

Essential hypertension associated with 
obesity (usually mild diabetes). 

Hypoglycemia (blood sugars below 80) may 
occur in: 
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Over dosage of insulin. 
Low renal threshold (renal glycosuria). 
Endocrine hypofunction. 
Prolonged starvation. 
Prolonged muscular exertion. 
The fasting blood sugar is not sole criterion: 
influence of diet and meals more important. 


SUGAR TOLERANCE 


The renal threshold is point where sugar be- 
gins to appear in the urine (normally when the 
blood sugar reaches 160 to 190). 

Sugar tolerance test conducted by taking fast- 
ing blood sugar. Then giving 100 grams of glu- 
cose in 500 c.c. of water or tea. Blood sugar and 
urine tests 14, 1, 2 and 3 hours thereafter. 

Normally the blood sugar reaches about 150 
in an hour with return to normal at end of 2 
hours. No sugar in urine. 

In incipient diabetes the blood sugar goes 
higher and does not return quite to normal in 
3 hours. Traces in urine. 

In advanced diabetes, the blood sugar rises 
more slowly, goes still higher and is far above 
normal at end of 3 hours. Sugar in urine. 

-In renal glycosuria the blood sugar rises 
rapidly to about 150 or 160 and falls rapidly, 
reaching normal in 2 hours but with sugar 
(sometimes large amounts) in the urine. 

The test is of value in differential diagnosis 
between renal glycosuria (10w renal threshold) 
and incipient diabetes; also in sudden obesity; 
in the detection of familial and incipient dia- 
betes. 

Should not be used in known diabetes. 

Of value in the diagnosis of pregnancy during 
the first 3 months. Give 150 grams of glucose 
in 500 c.c. of water or tea. Test urine every 15 
minutes. When sugar first appears in urine, do 
blood sugar. If blood sugar is less than 170, 
pregnancy is likely to be present. If 180 or high- 
er, pregnancy is probably absent. 


AcIDOSIS AND ALKALOSIS 


Acidosis is due to reduction of buffers of blood 
(reduction of alkali reserve); alkalosis due to 
increase of alkalies. | 

Best detected by determining the CO. com- 
bining power of the plasma. Normal 50 to 80 
c.c. of CO, per 100 c.c.; children 40 to 60 c.c. 
Mild acidosis 40 to 50; moderate 30 to 40: 
severe 8 to 30. 
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Acidosis may occur in: 
Diabetes with or without coma. 
Prolonged vomiting or diarrhea. 
Tetany. 
Burns. 
Kussmaul breathing (hypernoea without 
cyanosis). 

Test indicated whenever urea nitrogen is over 
30 mgm. Acidosis may be due to retention of 
normally formed acids, like acid phosphate, 
sometimes present in nitrogen retention. Diet 
and alkali administration should be regulated to 
keep alkali reserve normal. Acids and alkalies 
should not be given in renal dysfunction until 


test is done. 
CALCIUM 


Normal total from 10 to 12; children 10 to 15. 
Reduced in tetany. 
Reduced in icterus due to precipitation by 


bile. 
CHLORIDES 

Normally 450 to 500 mgm. per 100 c.c. of 
blood as sodium chloride or 570 to 620 mgm. 
per 100 c.c. of plasma. 

Over 600 or under 300 likely to be pathologi- 
cal. 

No diagnostic value in nephritis; test of value 
in guiding administration of sodium chloride. 

Increased in hypertension, eclampsia, and 
some types of nephritis. 

Reduced in prolonged vomiting, diarrhea, 
fever, pneumonia, and diabetes. 


IcTERUS INDEX 

A color test for bilirubin in the serum. 

Normally 4 to 6. 

Of value in the detection of latent or incipient 
jaundice; also for determining the severity and 
progress of jaundice. 

Of value in differentiating between pernicious 
and secondary anemias. 

Increased in jaundice (particularly obstruc- 
tive types) and in pernicious anemia. 

Van den Bergh tests are direct chemical tests 
for bilirubin in the blood. The direct method is 
a qualitative test and is normally negative; the 
indirect method is a quantitative test which 
shows normally from 0.05 to 0.25 mgm. per 100 
c.c. of blood. 


BasAL METABOLISM 
Influenced by surface area, sex (97 per cent 
higher in men), age, race, exertion, digestion, 
mental state, menstruation, pregnancy (25 per 
cent higher), fever, and by some drugs. 
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Results expressed in calories per hour per 
square meter of body surface. 
Normal: —15 to plus 15. 
Mild: plus 15 to plus 30. 
Moderate: plus 50 to plus 75. 
Severe: plus 75 to plus 110. 


LUDWIG’S ANGINA* 


ERWIN L. STAMBAUGH, M. D. 
Lewes, Del. 


Ludwig’s angina is an acute septic inflamma- 
tion of the upper portion of the neck, simul- 
taneously involving the submaxillary space and 
the cellular tissue beneath the mucous mem- 
brane of the mouth. Ludwig, the German sur- 
geon who first described the condition in 1836, 
thought it might better be called “an inflamma- 
tory hardening of the tissues of the neck.” 

In this infection, we have a space walled in 
on all sides by the tense deep cervical fascia; 
a space where, as demonstrated by experimen- 
tal injections of dye, infection passes. rapidly 
irom the sublingual to the submaxillary region. 
Ashurst includes only those cases in which the 
infection involves both the sublingual and cer- 
vical tissues in a confluent cellulitis. 

The most frequent cause of the disease is 
dental infection, e. g., badly infected gums, in- 
fection following the extraction of a tooth, an- 
unerupted third molar or an alveolar abscess. 
Tonsillitis, pharyngitis, abrasions or wounds 
may be mentioned as possible sources. Reiter 
reports a case with fulminant fatal sepsis fol- 
lowing tonsillectomy. Streptococci are often 
found as a pure culture, but a mixed growth is 
not uncommon. 

Subjective symptoms alone do not have to 
be relied upon in diagnosing this condition, but 
they are as a rule very definite. The onset is 
acute with pain in the submaxillary region. 
There is often an initial rigor followed by mod- 
erate to high fever. The patient is soon in a 
state of being hardly able to breathe. Swallowing 
is difficult because of inability to use the tongue. 
Saliva dribbles from the corners of the mouth, 
the difficulty being solely one of swallowing the 
normal secretion. Compression of the larynx and 
trachea may cause a harsh vibrating sound as 
air passes the partially obstructed passages. 
Sepsis is severe—in fact, this is usually the 


*Read before the Medical Society of Delaware, Lewes, 
September 27, 1982. 
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cause of death. Death by asphyxiation occurs, 
but, as Ashurst points out, not so much from 
edema of the glottis as from a blocked airway, 
caused by the elevated and swollen tongue. 

The local appearances of the inflammation 
make the condition almost unmistakable. A 
tender, boardlike swelling appears in the sub- 
maxillary region. There is rapid swelling of the 
floor of the mouth and pharynx, with extreme 
edema of the structures in the neighborhood. 
The tongue is markedly swollen and raised 
against the palate. There is a mechanical 
inability to open the jaws. An almost sym- 
metrical edema of the face and neck occurs when 
the cellular tissues below the jaws on either side 
are involved. The induration may extend down- 
ward toward the sternum. 

There are several conditions from which Lud- 
wig’s angina must be differentiated. Submaxil- 
lary and submental cellulitis do not spread as 
readily and usually yield to conservative treat- 
ment. Suppurative cervical lymphadenitis may be 
diagnosed from the nature of the original lesion. 
The exclusion of erysipelas of the neck is usual- 
ly not difficult because it is generally secondary 
to that of the face or scalp. Angioneurotic edema 
of the tongue, occurring for the first time, could 
very easily be mistaken for Ludwig’s Angina. 

Untreated, the disease proves fatal in a few 
days. Of Thomas’ collected series of 106 cases, 
43 died. With earlier recognition and surgical 
intervention, the mortality should be lower. At 
the present time the mortality rate is about 
30%. Of 18 cases in Ashurst’s series, 5 died, 
a rate of 27%. 

Early systematic incisions into the edematous 
tissues and drainage with rubber tubes offer the 
greatest possible chance of relieving the distress- 
ing symptoms. Should dyspnea become urgent, 
tracheotomy must be performed. 

Davis and Ashurst have emphasized a sys- 
tematized technique as to the sites of incisions. 
An incision is made through skin and subcu- 
taneous tissue back of the symphysis of the 
mandible between the chin and hyoid bone. By 
blunt dissection, in order to avoid injury to ves- 
sels and nerves, a hemostat is pushed through 
the sublingual space into the floor of the mouth. 
It emerges between the teeth and frenum of the 
tongue. A perforated rubber tube is drawn 
through from the mouth and transfixed with 
safety pins. A second incision is made through 
the skin and platysma muscle of the side affect- 
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ed, just inside and in front of the angle of the 
jaw. A curved hemostat is carried through the 
submaxillary space into the floor of the mouth 
at the side of the tongue. Drainage is again pro- 
vided. If there is a symmetrical edema with 
spreading inflammation across the midline, 2 
third incision is necessary. It is similar to the 
second, on the opposite side of the neck. 

If possible, the operation should be done un- 
der local anesthesia, preferably procaine hydro- 
chloride infiltration. There is little or no pain 
if the skin is properly anesthetized. A general 
anesthetic is not advisable because of the edema 
of the fauces. 

Pus is not obtained early. In a few days after 
incision the discharge will be more abundant, 
and finally purulent. Fomentations of sodium 
citrate or magnesium sulphate should be used 
post-operatively. Until the patient can swallow, 
fluids should be given per rectum or subcutane- 
ously. The drainage tubes are removed in seven 
to ten days, or replaced by smaller ones. 

It may be well to mention here the use of 
serotherapy in conjunction with surgery in the 
treatment of Ludwig’s angina. European ob- 
servers, particularly, report the favorable out- 
come following one or more injections of anti- 
streptococcic or antigangrenous serum. 


CASE REPORTS 


1. J. P. Aged 68, white, male, was seen in 
dispensary July 9, 1931. Two days previous, he 
had two lower right molars extracted. He came 
to the hospital because of pain and swelling at 
the angle of the right jaw. His temperature on 
admission was 102°. That night he complained 
of a slight rigor, difficulty in breathing, and 
sleeplessness. By the 12th, the symptoms had 
grown worse. Difficulty in breathing and swal- 
lowing increased. 

On examination, the tissues of the right side 
of the face and neck were swollen from the 
angle of the jaw to the submental region. There 
was little or no swelling of the opposite side of 
the neck. The inflammatory area was reddened 
and markedly indurated. The mouth could be 
opened only slightly; saliva dribbled from the 
corners. The tongue was enlarged and raised 
toward the palate. It was impossible to examine 
the throat. 

Following the technique described above, we 
incised in the midline of the neck and the right 


submaxillary region. By blunt dissection, the 
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mouth cavity was reached and small rubber 
tubes drawn from above downward. Procaine 
infiltration of the skin was the only anesthetic 
used. A few drops of pus were obtained in the 
submaxillary region. Dressings were soaked with 
hot magnesium sulphate solution. Glucose and 
soda were given by rectal drip. 

The patient was made quite comfortable by 
these incisions. In two days the purulent drain- 
age was quite free. The induration of the upper 
neck and throat subsided. However, there was 
an extension of the infection in the lower tissues 
of the neck just above the sternum. After inci- 
sion, this subsided. Eight days post-operative, 
face, neck and tongue had assumed normal con- 
tour. The patient’s general condition was good. 
He was discharged on the ninth day, and treat- 
ed in the dispensary for two weeks. 

2. W. B. Aged 54, white, male, admitted to 
the hospital August 31, 1931. He had a history 
of several alveolar abscesses, and badly diseased 
gums and teeth. 

He was first seen on August 25th for a small 
inflammatory swelling in the submental region, 
following a recent injury over this site. The 
abscess was incised and drained. Diagnosis be- 
tween an infection of the chin with subsequent 
lymphadenitis and an alveolar abscess was diffi- 
cult. When the patient came in for redressing 
on the 29th of August, he complained of sore 
throat. The following day he was chilly, fever- 
ish, and called attention to the painful swelling 
of the neck. The soreness of the throat had dis- 
appeared. The characteristic boardlike indura- 
tion was marked in the left submaxillary region. 
The tongue was pushed upward by the sublin- 
gual swelling. Swallowing was difficuit. Dr. 
Hearn, in consultation September Ist, confirmed 
the diagnosis of Ludwig’s angina and advised 
operation. 

Under local anesthesia we made three tracts, 
cue in the submental region, and one in each 
submaxillary region. Rubber tubes were pulled 
through from the oral cavity. A few drops of 
pus had formed in the submental region. Dress- 
ings were kept continuously wet. In two days 
the tubes drained freely. The breath became 
foul and offensive. The edema of the floor of 
the mouth and neck subsided. His temperature, 
which had never been above 100°, was normal 
in three days. In five days he was able to swal- 
low without difficulty. On the fifteenth day, 


DELAWARE STATE MEDICAL JOURNAL 35 


post-operative, he was discharged from the hos- 
pital. 

His teeth and gums were treated with sodium 
perborate. After two months he was advised to 
have twenty-six teeth extracted. This was ac- 
complished without general anesthesia or infiltra- 
tion at infrequent sittings. There were no un- 
toward effects. 

Summary: 

1. Ludwig’s angina is fortunately a rare con- 
dition, but when it occurs it is. virulent and 
often fatal. 

2. Dental infection is the most frequent 
cause. 

3. Early recognition and surgical interven- 
tion of the condition are important. Above all, 
incisions must be adequate in releasing pressure 
under the tense cervical fascia. For all purposes, 
incision and drainage into the mouth cavity 
seems sufficient. 


DISCUSSION 

Dr. W. E. Brrp (Wilmington): I have en- 
joyed the Doctor’s paper very much, and as I 
recall, his conclusion was that the ordinary 
standard drainage was practically always suffi- 
cient. In my experience that has hardly been 
the case. Through and through drainage at the 
center, and on the side involved will suffice for 
the vast majority. However, in one case he him- 
self cited he had to, I think, supplement the 
drainage later. 

I have encountered this often enough to make 
it almost a routine in my own work. I am not 
only establishing the main through and through 
drainage, but also tunneling from these skin in- 
cisions at two or three points, at least a couple 
of points, and making small counter incisions. 
Additional drainage then is established from the 
main sinus tract to these new points with a 
small piece of soft rubber tubing or a cigarette 
casing. This seems to obviate the necessity of 
secondary operations. 

Strange as it may seem, it is very unusual to 
see a case of post-operative oral fistula result 
from this through and through drainage of the 
mouth. 

PRESIDENT Hocker: Any further discussion 
on this paper? 

(There was no further discussion offered.) 

PRESIDENT Hocker: Dr. Stambaugh, do you 
have anything to say in conclusion of your 
paper? 

Dr. STAMBAUGH: Nothing. 
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The President’s Page 


To the Members of the Medical Society of Delaware: 

Since the last issue of THE JOURNAL several things have happened which have a direct bearing 
upon our profession. Paramount among these is, perhaps, the repealing of the Klair Law, which 
returns to us the right to prescribe for our patients a drug that, when used as a drug, has no sub- 
stitute: I mean whisky. It is amusing how quickly whisky vendors sought orders from physicians 
as soon as this Law was repealed. They seemed to immediately surmise that all doctors would use 
their new privilege. I do not know how many orders they received, but I hope very few, as I cer- 
tainly wish the people of this state to know the medical profession will use this privilege for its 
intended purpose only. There are many of us who are going to be approached for the illegal 
issuance of prescriptions, but I am sure that none of the members of this Society will stoop to this 
level. 

As you know, I have advocated a single Board of Medical Examiners in this state, with the 
idea that if we present a solid front from the profession as a whole we can convince the people that 
the legislation we seek is for their protection. On February 3, I called a meeting of our Legisla- 
tive Committee and that of the Homeopathic Society for the purpose of considering a One-Board 
Bill. There was a very lively and constructive discussion, and I advanced the following as ad- 
vantages of one Board: (a) keeps the standard up; (/) keeps out the untrained; (c) unifies the 
profession; (d) makes the people respect us more. 

The chief disadvantage of more than one Board is that new systems of practice could demand 
a Board likewise. I also stressed the point that we must all agree, and that no flaws must be left 
for others to pick. Since this meeting I understand the Homeopathic Society has agreed to this 
general proposition, and for the purpose of considering such a bill a meeting of the House of 
Delegates has been called for Monday, February 20th. 

The committees that have been appointed have been very active, especially the Committee 
on Tuberculosis. It is making every effort to bring the situation into a favorable relationship be- 
tween all parties concerned. I want to ask the members of all the committees to maintain their 
interest and activity, and I am sure that by the end of the year they will be gratified at the re- 
sults obtained. 

A condition that has struck me very forcibly in the last few days is the brazenness of some 
of the advertising that has been going on, both in the papers and over the radio. One radio speaker 
in advertising some patent preparation, advised its use in all colds, and decried the use of quinine 
and other dangerous drugs. Another advertisement, in the Wilmington papers, concerns what is 
said to be a wonderful discovery that helps everything pertaining to the intestinal tract. In the 
first instance, suppose a person, thinking he has only a cold or a grippy condition, should treat 
himself with this preparation and, at the same time, be suffering from a pulmonary congestion, or 
even pneumonia. In the second instance, suppose the person were suffering with a beginning malig- 
nancy, which could be helped if seen early! These two illustrations are to my mind enough to 
prohibit this promiscuous and dangerous type of advertising, and the Legislative Committee will 
be asked to find out if means cannot be adopted to stop this exploitation of the people. 

For the information of the Society as a whole, the Committee on Cancer is conferring with 
the Delaware Committee of the American Society for the Control of Cancer. It is the intention 
of this Society, under the supervision of the Medical Society of Delaware, to establish clinics at 
seven of the general hospitals in the state, for the diagnosis and advice to the family physician 
of whatever condition may be present, when such is requested by the family physician. When, 
however, a patient comes into a clinic of his own accord, the findings will be sent to the physician 
whom he considers his family physician, and the patient will be told to seek his advice and treat- 
ment from this particular family physician. In this way physicians will maintain personal con- 
tact with and control over the patient. | 

I want to invite all members of this Society to attend all House of Delegates meetings of 
which they have cognizance; and while they have no vote they can hear the proceedings and see 


what is being done. 
Sincerely, 


W. H. SPEER, M. D. 
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pervision of the Publication Committee. 
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Articles sent this Journal for publication and all those 
read at the annual meetings of the State Society are the 
sole property of this Journal. The Journal relies on each 
individual contributor’s strict adherence to this well- 
known rule of medical journalism. In the event an ar- 
ticle sent this Journal for a is published before 
appearance in the Journal, the manuscript will be re- 
turned to the writer. 

should be sent in typewritten, double 
spaced, wide margin, one side only. anuscript will not 
be returned unless return postage is forwarded. 

The right is reserved to reject material submitted for 
either editorial or advertising columns. The Publication 
Committee does not hold itself responsible for views ex- 
pressed either in editorials or other articles when signed 
by the author. 

Reprints of original articles will be supplied at actual 
cost, provided request for them is attached to manu- 
— or made in sufficient time before publication. 

All correspondence regarding editorial matters, arti- 
cles, book reviews, etc., should be addressed to the Edi- 
tor. All correspondence regarding advertisements, rates, 
etc., should be addressed to the Business Manager. 

Local news of possible interest to the medical profes- 
sion, notes on removals, changes in address, births, 
deaths and weddings will be gratefully received. 

All advertisements are received subject to the approval 
of the Council on Pharmacy and Chemistry of the eri- 
can Medical Association. 

It is suggested that wherever possible members of the 
State Society should patronize our advertisers in prefer- 
ence to others as a matter of fair reciprocity. 

Subscription price: $2.00 per annum in advance. Single 
copies, 20 cents. Foreign countries: $2.50 per annum. 


VoL. V. FEBRUARY, 1933 No. 2 


RELIEF WORK BY THE STATE 


Success has at last been achieved by the or- 
ganized medical profession of the state in its 
efforts to be relieved of part of the burden of 
caring for the indigent sick in their homes. Fol- 
lowing a conference between officers of the State 
and County Medical Societies and officials of 
the State Temporary Emergency Relief Com- 
mission a plan was evolved under which the 
two most important objectives of the profession 
have been recognized: (1) the patient shall 
have free choice of physician; and (2) the phy- 
sician shall receive some remuneration. 

The plan works as follows: when an indigent 
needs medical attention he makes application 
to. the nearest Relief Commission office, of 
which several will be established throughout the 


state. His indigency will then be investigated 
by the Commission, and if verified, the Com- 
mission will then ascertain the name of the phy- 
sician chosen by the patient, and request the 
physician to treat the patient. 

If the patient is not able to make application 
to the Commission in person, application can 
be made by any member of the family, or by 
any friend or neighbor, after which the wheels 
will start moving as above. Where the doctor 
is needed promptly or at once, he is to be called - 
first, and the Commission then notified of the 
case. 

The physician shall keep the usual record of 
his visits and treatments, medicaments, and 
supplies, and, on the discharge of the patient, 
shall render his bill for this service to the Com- 
mission office that issued the original authoriza- 
tion. Upon verification of the account, the bill 
wili be paid out of the Relief Commission’s 
funds. The amounts agreed upon at present are: 
for the first visit, 50 cents; for subsequent visits, 
35 cents; for dressings and materials, 25 to 35 
cents; for drugs dispensed, 35 to 50 cents. These 
sums are mot considered fees; they are to be 
booked and billed as part of the physician’s ex- 
penses in attending indigent cases. Cases treated 
in the doctor’s office or in some organized clinic 
do not come within the purview of this agree- 
ment, as it stands at present. 

The promptness with which the Commission 
officials agreed to this plan is a matter for con- 
gratulations, both to them and to us. Their fair- 
ness in conceding at once that the whole burden 
of providing medical care for Delaware’s in- 
digent should not rest solely on the medical 
man’s back is a guarantee that this fundamen- 
tally important Commission is composed of men 
of broad vision. They do not hesitate to ac- 
knowledge that the charity contributed by the 
Delaware medical profession, estimated at $2,- 
500,000 a year, is the most persistent and the 
most consistent charity in the state. 

Furthermore, their willingness to help lighten 
this load shows that, after all, the intelligent 
layman can and will understand some of the 
medical man’s problems if only they be placed 
clearly before the laymen; which is equivalent 
to saying, conversely, that one reason why the 
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doctor now finds himself in serious straits is be- 
cause, with his inherited and acquired timidity 
over direct approaches to the public, he has not 
taken this same public into his confidence 
enough for Mr. John J. Businessman to realize 
that medicine means much work, little pay, and 
many problems which the doctor alone cannot 
solve. Whether we doctors like it or not, our 
public relations and the means thereto are chang- 
ing. We, too, had better change our tempo and 
keep step with the times. 


Look Out, LaptEs! 


At the Wilmington New Century Club, on 
January 3, 1933, wives of several physicians 
were astounded to hear introduced one “Doctor” 
Florence M. Hadley, who proceeded to dilate 
and expatiate upon foods and diet, the layman’s 
choicest racket. This highly scientific discourse 
may be judged by one statement alone—that 
Banti’s disease is due to improper diet! The 
world’s best medical minds have been groping 
for half a century to find out the why and the 
wherefore of Banti’s disease without avail, when 
lo! and behold! Wilmington’s female chiroprac- 
tor, “Doctor” Florence, unscrews the hitherto 
inscrutable, and announces to an _ expectant 
world, of lay women, the long-sought cause of 
this peculiar affliction! 

When the officials of the Medical Society ad- 
vised the officers of the Club that introducing 
this personable lady under the title of ‘Doctor’ 
was a violation of the Medical Practice Act, the 
reaction was amazing: “We are sorry,” etc., and 
“We didn’t know,” etc., seemed to be the limit 
of their cerebration, but the second “lecture,” 
scheduled for January 17th, could not be can- 
celled because it had already been announced! 
However, on this second occasion, the introduc- 
tion was merely “Mrs. Hadley,” due, we feel 
sure, to the promised presence in the audience 
of a representative of the Attorney-General’s 
office. The value to the community of this sec- 
ond exposition of the Hay idea of diet was on a 
parity with the first. 

What a horrible waste of time! Scores of 
Wilmington’s female “intelligentsia” frittering 
away life’s precious medium—time; and absorb- 
ing doctrine’s that have neither rhyme nor rea- 
son, the adherence to which may cause them to 
rue the day they heard, under the auspices of 
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the state’s “leading” club for women, the vapor- 
ous mouthings of such a “doctor.”’ What a pity, 
that the leading women’s club exercises such an 
execrable control over its own programs! 

But to get back to the outlaw speaker and 
her tribe. We have the assurance of the new 
Attorney-General’s office that practitioners be- 
yond the pale of the law will be prosecuted, and 
we have reason to believe they mean what they 
say. If this be so, organizations managed by 
our weak sisters will be spared the embarrassing 
necessity of apologizing for such debacles as are 
herein described. What will happen to the emi- 
nent “doctor” remains to be seen, but 

We hail thee! oh, 
We hail thee, Flo! 
Of science thou do’st lack; 
Thy song on diet 
Had best be quiet: 
Thou art, alas! a quack. 


EDITORIAL NOTES 


Dear Doctor: 

THE Journal and the Cooperative Medical Advertising Bu- 
reau of Chicago maintain a Service Department to answer 
inquiries from you about pharmaceuticals, surgical instru- 
ments and other manufactured products, such as soaps, cloth- 
ing, automobiles, etc., which you may need in your home, 
office, sanitarium or hospital. 

We invite and urge you to use this Service. 

It is absolutely free to you. 

The Cooperative Bureau is equipped with catalogues and 
price lists of manufacturers, and can supply you informa- 
tion by return mail. 

Perhaps you want a certain kind of instrument which is 
not advertised in THE JouRNAL, and do not know where to 
secure it; or do not know where to obtain some automobile 
supplies you need. This Service Bureau will give you the 
information. 

Whenever possible, the goods will be advertised in our 
pages, but if they are not, we urge you to ask THE JOURNAL 
about them, or write direct to the Cooperative Medical Ad- 
vertising Bureau, 535 N. Dearborn St., Chicago, Illinois, 

We want THE JourNAL to serve you. 


The Directory again. Will the officers of all 
the societies listed therein please advise us at 
once if the delegates, censors, committees, etc., 
are correct. Many thanks. 


Science makes great strides—in the news- 
papers. Who but an inspired compositor would 
think of ‘cancer of the breath’? After seeing 
his brain child (or was he merely light fingered ) 
we hope the inspired compositor has not ex- 
pired. 


In these days of torrid discussions inside and 
frigid repercussions outside, it is interesting to 
know that the coldest place known about this 
planet is at the equator, only ten miles above 
the earth’s surface, where the natural tempera- 
ture is 150 degrees below zero, Fahrenheit. The 
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temperature ten miles above both the poles is 
considerably warmer. 2 

Another strange thing: the higher one goes 
above this ten-mile altitude the higher the tem- 
perature will be, till at 200 miles above the 
earth’s surface the temperature is estimated to 
be well over 1,000 degrees. 


Coming back to earth, what do you make out 
of this advertisement which we saw recently? 
Monuments and Mausoleums 
Estimates 


Cheerfully Given 


And how about the esprit de corps (not 
corpse) of the following? 
A Home and School for 
Subnormal Children 
and Cripples 
Care and instruction exchanged for 
groceries, dry goods, or coal. 


Well, ‘pon my soul, I vow and swear 

There’s one less law in Delaware; 

Gove’ Buck has signed—he’s always square: 
And now, thank God, we’re through with Klair. 


The other day another mile-stone whizzed 
past us. It makes us sad, these February birth- 
days, but look at the company we are in: Alex- 
ander the Great, Julius Caesar, Napoleon Bona- 
parte, George Washington, Abraham Lincoln, 
Woodrow Wilson—and ye editor. Oh, yes; 
thanks for the congratulations; we'll be seeing 
you next year. 


DELAWARE PHARMACEUTICAL 
SOCIETY 


Professional Relations Between Physician 
and Pharmacist 
HyMan DAvIDOov 


Dr. Henry P. Hynson once said, “When a 
pharmacist is ready to enter the drug business 
the first thing he should do is to get acquainted 
with the president of the bank he chooses, get 
friendly with him, make him one of your con- 
fidential friends.” I wish to add a few words to 
that, and say that the next best friend a retail 
druggist should have is the physician. 

Since it is the aim of both physician and 
pharmacist to promote and conserve the health 
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of the public, relationship between them pre- 
sents a broad platform upon which basis rests 
the whole superstructure of medicine. With that 
in mind it behooves both physician and phar- 
macist to conjoin to a degree where each will 
become an integral part of the other, and thus 
serve a common purpose. 

To the physician the pharmacist acts as an 
assistant because he is the connecting link with 
the patient whose prescription he is entrusted 
with compounding. By the term “assistant,” it 
does not mean subordination to the physician, 
but merely the extension of the treatment pre- 
scribed by him. 

Therefore, from an ethical standpoint, both 
stand on an equal basis of responsibility in the 
interest of the patients’ health, and it is essen- 
tial that mutual confidence be promoted in order 
to achieve the best results. This confidence can 
only be obtained by thorough regard and re- 
spect for each other’s qualifications. To fully 
safeguard society each should strive to secure 
the ultimate in knowledge of their respective 
professions, which will enable them to render 
the most efficient service and by the same token 
studiously avoid trespass or invasion of each 
other’s field. For example, the pharmacist should 
refrain from “counter prescribing,” for by so 
doing he is traveling outside of his ability and 
qualification and treading on dangerous ground. 
By so doing he is invading and trespassing on 
the rights of the physician, because he is at- 
tempting to treat symptoms without ability to 
make a proper diagnosis. By so acting, he may 
be depriving the patient of the services of a 
competent physician who may decide the dif- 
ference between an ordinary sore throat and 
diphtheria. 

On the other hand, the physician should re- 
frain from dispensing direct to the patient, for 
by so doing he is obliged to fit the patient to 
the medicine he happens to stock, instead of 
fitting the medicine to each individual case, 
which medicine only a competent pharmacist is 
qualified to compound. 

The pharmacist not only acts as a buttress 
to the physician, but also as a buffer between 
him and his patient, because of his peculiar 
qualifications in chemistry, materia medica, and 
pharmacognosy. It is the pharmacist who 
quickly discerns where there may be physical, 
chemical, or therapeutic incompatibility in the 


— 
fe 
3 


40 DELAWARE STATE MEDICAL JOURNAL 


prescription written by the physician, who may 
easily (and sometimes does) write for a seda- 
tive and stimulant in the same prescription. 
Likewise, in view of the fact that he frequently 
is working under a strain, he may err in his de- 
ductions of the ingredients, so that to fill same 
as written would not carry out his designs. But 
the pharmacist constantly alert to the situation 
safeguards the interests of both physician and 
patient, with meticulous care and vigilance ac- 
cepting the responsibility with a fervor almost 
religious in devotion to the attempt to bestow 
upon suffering humanity the correct therapeu- 
sis. 

The physician should avail himself of the 
many advantages that may be his by keeping 
in constant contact with the pharmacist who 
services his prescription, as only by close and 
intimate relationship can both unite in a com- 
mon cause. 


By this relationship the pharmacist is inspired 
to refer cases to the physician who has gained 
his confidence, which can be reciprocated by 
recommending the pharmacist to his patients, 
who in that manner receive the most efficient 
treatment. 

The relationship between physician and phar- 
macist is therefore more than a mere bond of 
fraternity. It is a unification of two professions 
serving Him in whose image we are created, 
and for the alleviation of human suffering as 
well as the prolongation of human life. 

Truly, such a relationship serves a noble pur- 
pose and is entitled to divine blessings.—Md. 
Pharm. 


WOMAN’S AUXILIARY 


Mrs. MILTON P. OVERHOLSER 
Chairman, Press and Publicity 
Harrisonville, Mo. 


Our President, Mrs. James F. Percy 


The News Letter believes Auxiliary members 
all over the land would be and should be in- 
terested in a biographical and personality sketch 
of our new president, thrust into the multitu- 
dinous responsibilities and perplexing problems 
of an office she did not have the preparation 
provided for a regular president-elect. 


The following too meagre sketch gives us a 
glimpse of our present able and efficient leader. 
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Mrs. Percy was born in Nebraska, went with: 
parents to southern California when five years 
of age, and received her education in the public 
schools of Los Angeles. Her early activities 
were concerned with the development of oil in- 
terests, in which her father was engaged. Part 
of this experience required familiarizing herseli 
with the legal side of business practice; she 
lived thus in a business and legal atmosphere. 
She became an active worker in women’s organi- 
zations, especially those devoted to music and 
the drama. In both of these pursuits she has 
maintained an earnest and enthusiastic interest 
until the present day. 

Since her marriage to Doctor Percy, in 1925, 
she entered with equal devotion into the exact- 
ing demands that usually fall to the lot of the 
physician’s wife. Through friendship and ad- 
miration for Mrs. John O. McReynolds, of 
Dallas, she was attracted to the Woman’s 
Auxiliary of the American Medical Association. 
Following the A. M. A. meeting at Dallas, she 
resolved to try to interest the Los Angeles 
County Medical Association in the formation of 
a county auxiliary. This resulted in her being 
requested to assume chairmanship of an organi- 
zation committee. Her first efforts met with en- 
thusiastic support. She was elected its first 
president, and at the end of the first year there 
was an enrolled membership of 474. In May, 
1930, she was elected state president, and at the 
Detroit meeting of the Auxiliary to the A. M. A. 
was made fourth vice-president. This was fol- 
lowed at Philadelphia by the second vice-presi- 
dency, and at New Orleans she was made first 
vice-president. Because of her admiration and 
friendship for our late president, Mrs. Walter 
Jackson Freeman, and in loyalty to the Auxiliary 
this office was reluctantly accepted. 

Mrs. Percy has a constructive love for or- 
ganization work which she keenly enjoys. 


Mrs. Horace J. Whitacre, 3803 North Mon- 
roe Street, Tacoma, Washington, has_ been 
elected national first vice-president and, ex 
officio, chairman of organization, filling the 
office left vacant by the advancement of Mrs. 
Percy to the presidency. 

Says Mrs. Percy: “It is a great asset to the 
national Auxiliary to have Mrs. Whitacre be- 
come again a member of the national Board. 
She has given a remarkable demonstration of 


| | | 
Lice 
4 
| 
4 
7 
; 
7 


FreBRUARY, 1933 


her executive ability in the organization of her 
own state Auxiliary, and as its first president. 
She received merited recognition during the New 
Orleans convention. She brings to her new 
office charm, wisdom, and a rich experience from 
which we shall reap the benefits.” 


In the Vebraska Auxiliary News Items for 
January the publicity chairman, Mrs. W. H. 
Stokes, has a December item so good that it 
will be popular any month in the year. 

“The Tri-County Medical Auxiliary is hold- 
ing a doll bazaar for the benefit of St. Francis 
Hospital, the proceeds to be used for the Pediat- 
ric Department. Many Class A Hospitals in 
the United States were asked to contribute a 
doll dressed in the uniform of the student nurse 
of their institution. The results are most grati- 
fying. Thirty dolls have already arrived and 
more are coming daily. They expect 100 or 
more by December 15th, the opening day. 
Many of these dolls are beautiful and are com- 
pletely dressed in uniform, even to the tailored 
blue cape with gold lettering on the collar. 

“This Auxiliary hopes to make a goodly sum 
for a very good cause.” 


From the recent outgoing president of the 
Virginia Auxiliary, Mrs. J. Allison Hodges, 
comes a message that is now sent on to you 
with the hope it will be again broadcast and 
heeded all over the land. Undoubtedly the in- 
coming Virginia Auxiliary president, Mrs. Wil- 
liam Lett Harris, is grateful for this legacy from 
her predecessor. 

Mrs. Hodges speaks: 

“No matter how efficient and faithful your 
officers or how excellent your program, the suc- 
cess of the Auxiliary depends upon the work 
and support of the individual members. 

“T will offer a few suggestions: 

‘“First—Attend the meetings regularly. lf 
you cannot write a paper or make a speech, be 
an appreciative listener. Your presence will en- 
courage the President. 

“Second—If possible accept cheerfully the 
work assigned you and always be willing to do 
your part. 

‘“Third—Answer letters promptly. Often a 
post card is all that is necessary and should be 
written at once. Nothing delays the work or is 
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more annoying to a busy officer than to have 
to wait for days for a reply. 
‘“‘Fourth—Make constructive, not destructive, 
criticisms—the former are always welcome. 
‘““*A good thing to remember and a better 
thing to do— 
Is to belong to the constructive gang and 
not the wrecking crew’.” 


The wise Delaware Auxiliary publicity chair- 
man, Mrs. W. Edwin Bird, gives place recently 
to the most welcome editorial “Take this Jour- 
nal Home to Your Wife” from Colorado Medi- 
cine, November, 1931. That editorial was 
copied the next month after its publication in 
this News Letter for December, 1931, and the 
slogan title was widely welcomed. Now it is 
surely timely to revert to that slogan and that 
article again. 

May our doctors everywhere become suffi- 
ciently Auxiliary-minded to remember to take 
home both their state Medical Journals and 
their A. M. A. Bulletins. : 


CORRESPONDENCE 


To the Medical Profession of Delaware: 

The following communication was endorsed 
by the House of Delegates of the Medical So- 
ciety of Delaware, in session at the Du Pont 
Biltmore Hotel, January twenty-third. It ap- 
plies to organizations other than the Chamber 
of Commerce, and I would suggest as title to 
the article “The Philosophy and Intention of 
our Medical Society.” 


MEDICAL SOCIETY OF DELAWARE 


Wilmington, Del., January 24, 1933. 
Mr. Gerrish Gassaway, Manager, 
Chamber of Commerce, 
Du Pont Building, 
Wilmington, Del. 
Dear Mr. Gassaway: 

Your letter of January 13th stating, “I have 
gone through our records to see what recogni- 
tion was given and co-operation asked of the 
medical profession. I find that on August 18, 
1931, our first meeting was held. Copy of the 
call for that meeting, list of those asked to at- 
tend and copy of the minutes of the meeting are 
attached, marked ‘Exhibit A.’ You will note 
representatives of the Delaware State Medical 
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Society and the New Castle County Medical 
Society were officially recognized in the call.” 
Your statement bears out my contention that 
no officer of the State Medical Society knew 
anything about your intention of a medical edu- 
cational campaign until he received the circular 
notice that you sent at the same time to two 
hundred and sixty other individuals whose names 
you sent me. The contemplation of such a pol- 
icy was not even mentioned to the secretary of 
the society, although he was a member of the 
Chamber of Commerce and had been for years. 


When a Chamber of Commerce contemplates | 


leaving the realm of commerce to enter the realm 
of medicine it would be but ordinary courtesy 
at least to mention it to the physicians who are 
members of the Chamber of Commerce. I claim 
that these physicians should have been consult- 
ed before your general call was sent out. If 
they are not consulted in policies pertaining to 
medicine (hygiene is a part of medicine) then 
of what use are they in a Chamber of Com- 
merce unless it is to contribute money? Lord 
knows they are not able to do much of that, 
since in normal times they contribute thirty per 
cent of their work to charity and more of course 
than that now. 

October 6, 1931, I wrote a letter to your 
president, Mr. John Powell, stating that from 
what had appeared in the daily press the Cham- 
ber of Commerce must be interested in the 
medical education of the public. I enclosed 
several programs of an educational meeting the 
Medical Seciety was to have and invited the 
members of your Chamber to attend. The speak- 
ers were Dr. Bloodgood, of Baltimore, and Dr. 
Fishbein, of Chicago. I received from you a 
recognition of this letter in which you stated 
Mr. Powell referred it to you, and that you 
would call the same to the attention of your 
members prior to the date set for our general 
public meeting. I am enclosing you a copy of 
my letter. Although there were between four 
and five hundred in attendance at this meeting 
I do not recall having seen any active workers 
of the Chamber of Commerce there. There may 
have been some there I didn’t see or didn’t know 
and I hope there were. 

As to your activities in the matter of tuber- 
culosis I am in ignorance except in what I read 
in a daily paper. I was not honored this time 
even with a circular letter, under date of De- 
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cember 30, 1932, signed by Mr. Finkelstein. 
You sent me one of these with the other infor- 
mation you sent January 13th. I did hear a 
letter to Dr. Douglas T. Davidson, secretary 
of the New Castle County Medical Society, read 
at a meeting of the New Castle County Medica! 
Society January 17th, in which it is stated: 
“Doubtless the attached statement will be as 
much of a shocking revelation to you as it was 
to us.” The doctors were astonished to hear 
such a statement from such a source read to the 
medical profession of the state. I recently heard 
that a certain active lady said she did not know 
there was a State Medical Society. There may 
be more such than we ever imagined. 

We are not questioning your desire to do 
good. We know your intentions are the best, 
yet we feel that when representatives of such 
an organization are considering activities of a 
medical nature there are such things as medical 
organizations in which are those who have been 
trained in medical science. Our State Society 
was chartered in 1789 and if any interested per- 
son cares to he can learn from our transactions 
the nature of our activities and interest. If the 
office of the State Society had been consulted 
you would have learned that a resolution had 
been passed at our annual meeting last Septem- 
ber, that such a resolution had been passed by 
the New Castle County Medical Society at an 
earlier meeting, recommending that the Legisla- 
ture appropriate sums sufficient to take care of 
the conditions that were noted in the papers, 
you (I mean the Chamber or those responsible 
for the letter) would not have been placed in 
the position of making such a statement to a 
large society of physicians. This resolution is in 
the hands of our Committee on Public Policy 
and Legislation. I am referring to this to try 
to point out that the medical profession is not 
so ignorant of medical affairs as some think they 
are, neither are they asleep nor dead as has 
been stated. Enclosed is an editorial from the 
Evening Journal and Every Evening, January 
21st, referring to the work the medical profes- 
sion of the state is doing concerning cancer. It 
really seems at times that everybody knows 
how to practice medicine except the medica! 
profession itself, although their members are re- 
quired to spend from seven to nine years in 
study before they are permitted to take the 
state board examination to practice. Their train- 
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ing is long, costly, and arduous, and I know of 
no other science except that of politics in which 
education and training seem to disqualify one 
for service. Of course I mean that in general 
terms, as looked upon by so many people. Now 
and then one who is educated, honest, and 
capable is elected to office, and now and then 
the medical profession is recognized by a wise 
and honest public official. Such was the case of 
Mr. Alfred E. Smith when he was Governor of 
New York. When he came to the consideration 
of health measures he went to the Medical So- 
ciety of the State of New York and asked them 
to name experts to work on these problems. The 
results were health measures that have been 
models since, and so recognized by the Ameri- 
can Medical Association and many if not all 
the State Medical Societies. 

Several years ago our Hospital Committee 
inspected the Brandywine Sanitarium, and 
made a number of recommendations, several of 
which have been carried out. For instance, at 
that time they had no x-ray. We feel it is really 
the place of the governing board of this hospital 
to know what is needed and to make such find- 
ings known to the medical profession of the 
state. The Board of Managers of the Delaware 
State Hospital, Farnhurst, through their direc- 
tor, has done this several times. They have 
come before the State Society and the New 
Castle County Society and their needs and 
plans have been endorsed and supported by the 
profession. The results speak for themselves. 
This hospital is not only recognized by the 
American Psychiatric Association and_ the 
American Medical Association but it was the 
first state hospital for mental disease to be rec- 
ognized by the American College of Surgeons. 

I am enclosing a reprint of an address on 
“The Medical Profession and the Public.” You 
will see that the physician is spared no more 
than anybody else. You will also see that it is 
the physician and physiological scientist who 
have made the amazing number of discoveries 
in the last fifty years that have reduced death 
rates and prevented diseases, sacrificing and 
even dying for the public good, and in many 
instances under almost starvation salaries. They 
are still doing it, and you should realize, for 
instance, if a great epidemic should occur, they 
would stand shoulder to shoulder, as they have 
always done in the last thirty-five hundred 
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years, giving their talent, time, and strength at 
any price for the good of all. 
I am, with every esteem 
Sincerely yours, 
W. O. LaMorrTeE, 
Secretary. 


MISCELLANEOUS 
A New “Medical” School 


There is being widely distributed an an- 
nouncement of the Illinois College of Physi- 
clans and Surgeons, 20 North Ashland Boule- 
vard, Chicago, which includes the following 
statement: 

“Courses offered and requirements for gradu- 
ation are class ‘A’ requirements.” 

Inasmuch as the Council on Medical Educa- 
tion and Hospitals of the American Medical As- 
sociation is the only body which has ever rated 
medical schools as class A, it is clearly implied 
that the above-named school conforms to the 
standards prescribed by this Council. Such an 
inference, however, is wholly unwarranted. The 
above institution is conducted by a group of 
chiropractors and does not even remotely ap- 
proach the standards of a class A medical school. 

You are apprised of these facts in order that 
you may not unwittingly employ as internes 
any of the graduates of this school. 

Very truly yours, 
American Medical Association, Council on 
Medical Education.and Hospitals, 
D. Cutter, M. D., 
Secretary. 


Freaks of “Nature” in the Lamp Family 


About fifty years ago when incandescent 
lamps were in their infancy, the variety of 
shapes and sizes could be numbered on the fin- 
gers of one hand. Today, after a half a century 
of artificial illumination with incandescent light 
sources, there are some 3,000 different kinds of 
lamps. Many of these have unusual applica- 
tions and are manufactured only on special or- 
der, hence people seldom see these “freaks” of 
the incandescent lamp family. 

Probably one of the most fascinating designs 
manufactured at the Westinghouse Lamp Com- 
pany in Bloomfield is the “grain of wheat” 
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lamp, so called because in size and ‘shape it ac- 
tually resembles a grain of wheat. 

The smallest lamp in commercial use today, 
it consumes only one-fifth of one watt. With a 
consumption so small it could burn all day long 
for a year at a cost of only 10 cents, based on 
a country-wide average rate per kilowatt hour. 
These tiny “specks” of light are used in doctors’ 
instruments for exploring the insides of human 
beings, such as the sinus regions of the head. 

At the other extremity in the family of freak 
lamps is the 10,000-watt lamp, which has a glass 
bulb larger than a man’s head. 

With an actual bulb diameter of 12 inches, 
this lamp is 128 times larger than the “grain 
of wheat” lamp and consumes 50,000 times the 
wattage. The cost of operating such a lamp con- 
tinuously for a year at the same average kilo- 
watt-hour rate, would be $5,232. 

The 10 K. W. lamp is used principally in 
motion picture studios, but also has applica- 


tions in airport lighting, and frequently is used 


for special lighting occasions where the spectacu- 
lar is desired. 

To view a display of the many different 
shapes and witness the many characteristics of 
all the freak lamps in the family of light sources 
would be like walking into a circus sideshow 
and viewing the freaks of nature. 

One tubular lamp, for example, is about an 
inch in diameter and a yard long. It is used for 
pillar light sources in architectural illumination. 
Another is used in deep sea diving to explore 
the bottom of the ocean when salvaging the 
treasures on sunken wrecks, or in the case of 
Dr. William Beebe, who works off the coast of 
Bermuda, to observe the habits of deep sea fish 
between 1,000 and 2,500 feet below the surface. 

Everyone is familiar with the Westinghouse 
Mazda photoflash lamp, which though a valu- 
able tool in photographic work, falls in the class 
of freak lamps. This lamp contains several sheets 
of aluminum so thin they will float in air. A 
small quantity of explosive powder on the fila- 
ment in the lamp is set off by the inrush of elec- 
tric current, to produce a flare that burns the 
aluminum. This creates a brilliant light valuable 
in a quality of light necessary for exposures. 
Whereas ordinary incandescent lamps are de- 
signed to give an average life of 1,000 hours at 
the most efficient operating brilliancy, the photo- 
flash lamp burns for only 1-200th of a second. 
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Postoperative Rupture of Abdominal Wounds 


The occasional occurrence of postoperative 
rupture of abdominal wounds warrants a con- 
sideration of the factors responsible for its pro- 


duction. This complication may constitute an 
emergency in the convalescence of patients sub- 
jected to laparotomy. Arnold Starr and Louis 
H. Nason, Boston (Journal A. M. A., Feb. 4, 
1933), present an analysis of fifteen cases of 
laparotomy in which this accident occurred. 
Their analysis bears out a frequent observation 
that a rupture of the wound is prone to occur 
after an operation for carcinoma. In their series, 
40 per cent of the ruptures occurred following 
operations for carcinoma. Out of 135 laparo- 
tomies for carcinoma, this constitutes an inci- 
dence of 4.4 per cent. The cachexia of patients 
suffering from carcinoma is prboably analogous 
to the state of malnutrition present in infants 
with congenital hypertrophic pyloric stenosis, in 
which wound healing may be _ unsatisfactory 
after operation. Wound ruptures have occurred 
in several of their cases in which apparently 
easy and secure closures of the peritoneum were 
made. However, they believe that the reaching 
and straining consequent to early discontinuance 
of general anesthesia, especially in cases in 
which the peritoneum is thin and friable and 
before the reinforcing effect of sutured fascia is 
obtained can result in rents in the peritoneum 
which the operator believes satisfactorily closed. 
Likewise, the prevalent method of hyperventila- 
tion with carbon dioxide gives rise to forceful 
respirations which, if begun too early, may 
weaken the peritoneal closure. The accessory 
factor of increased intra-abdominal pressure, 
particularly in the presence of sepsis, may effect 
complete rupture. Sepsis alone cannot account 
for all cases in which separation of the wound 
has occurred; nevertheless, it is an important 
contributory factor. Furthermore, it is an es- 
tablished fact that sepsis favors the early ab- 
sorption catgut in a wound. In one of the auth- 
ors’ patients rupture of the wound occurred on 
the third postoperative day; and at the time of 
resuture the wound was grossly infected. Smears 
of the wound exudate showed staphylococci. 
There was no trace whatever of any catgut. 
They have observed that, clinically, the cases 
of wound rupture tend to fall into three distinct 
groups. In the first group are the patients whose 
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convalescence is unsatisfactory from the start. 
The second type of wound separation may be 
entirely unsuspected until some sudden strain 
precipitates complete rupture. In the third 
group constitutional factors seem to be the basis 
for unsatisfactory wound healing, including 
patients with carcinoma, severe diabetes and 
nephritis and long standing jaundice. The auth- 
ors conclude that in all laparotomy wounds, firm 
adhesive plaster should be applied as a means 
of added support. Deliberate and painstaking 
abdominal closure with special attention to ac- 
curate layer approximation, the elimination of 
sepsis whenever possible, and the provision for 
adequate support will tend to minimize this dis- 
tressing complication. 


Spinal Anesthesia: New Technic Adaptable 


to the Beginner 


John O. Bower, J. H. Clark and J. C. Burns, 
Philadelphia (Journal A.M.A.), have developed 
the following technic of spinal anesthesia espec- 
ially to control upward diffusion of the anes- 
thetic; Any fluid to be used as a diluent for an 
anesthetic drug and injected into the spinal 
canal must be sterile, nonirritating and diffu- 
sible. The patient’s own blood serum was se- 
lected because of these properties. It is heavier 
than the cerebrospinal fluid and is always avail- 
able. Using varying amounts of human serum 
in which was dissolved procaine hydrochloride, 
we induced spinal anesthesia in dogs. Paralysis 
of both hind and fore legs with varying heights 
of anesthesia was obtained. The animals re- 
covered with no untoward effect. With the same 
technic the anesthetic solution was injected in 
human beings for operating on the perineum. 
The 10 cc. Keidel tube fitting the ordinary cen- 
trifuge is sterilized in the autoclave for thirty 
minutes at 20 pounds pressure. The blood is 
withdrawn from the patient in the usual manner 
and immediately centrifugated for fifteen min- 
utes at 1,500 revolutions per minute. Usually 
this yields clear serum. Insufficient vacuum in 
the Keidel tube resulting in a very slow with- 
drawal of blood may interfere with the sepera- 
tion of the clot or cause slight hemolysis. ‘The 
blood is usually withdrawn the evening before 
operation; occasionally the serum will not sep- 
arate. If this occurs, another specimen is ob- 
tained the morning of the operation. A 5 cc. 
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glass syringe and a 20-gage 10 cm. needle are 
used, and 3 cc. of the clear serum is withdrawn 
with from 100 to 150 mg. of the anesthetic. The 
from the Keidel tube. The serum is then mixed 
patient is placed on the operating table in the 
upright position; the assistant stands on a foot- 
stool facing the operator on the patient’s left; 
his left arm is placed around the patient’s occi- 
put, flexing his head and spinal column, and 
with both hands he grasps the patient’s folded 
arms and presses them against the lower part of 
his chest. The dorsolumbar region is painted 
with tincture of iodine. The needle is inserted 
into the third lumbar interspace. When the lig- 
amenta flava are penetrated, the stilet is with- 
drawn and the needle gently rotated forward. 
The spinal pressure is taken immediately; then 
the syringe containing the anesthetic is attached 
to the needle and the solution injected very 
slowly; 3 cc. should require from forty to sixty 
seconds. If the patient is placed on the operat- 
ing table with the torso at a 135 degree angle 
with the thighs, the perineum, thighs, feet and 
legs will become anesthetized, usually without 
paralysis of the motor nerves. If higher anes- 
thesia is desired, the patient is placed in the 
supine position for three minutes; then the head 
of the operating table is raised to a 160 degree 
angle. Anesthesia to the anterior superior spine 
is usually obtained in this way. Using this tech- 
nic, the authors have performed operations on 
the lower extremities, the perineum, the inguinal 
region and the abodem below the umbilicus. 
They have not perfected a technic for the upper 
part of the abdomen. 


Treatment of Pernicious Anemia: Effect of 
Single Injection of Concentrated 
Gastric Juice (Addisin) 


Roger S. Morris, Leon Schiff, John H. Foul- 
ger, Murray L. Rich and James E. Sherman, 
Cincinnati (Journal A.M.A.), report that a sin- 
gle intramuscular injection of concentrated gas- 
tric juice (addisin) from swine has produced 
manifestations of intense stimulation of the bone 
marrow. ‘Blood crises” lasting twelve and 
twenty--four days, accompanied by marked reti- 
culocytosis of thirty-four and forty-four days’ 
duration, respectively, were observed. This phase 
was followed by more rapid increase in hemo- 
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globin and maturation of the red cells. Coinci- 
dent with the evidence of stimulation of the 
bone marrow, marked subjective iniprovement 
was noted. In the light of one’s limited experi- 
ence, it seems probable that a product can be 
obtained from the gastric contents of swine of 
such potency that a single intramuscular injec- 
tion may be sufficient to bring about a complete 
remission in pernicious anemia. Should this 
prove to be true, it seems not unreasonable to 
predict that one injection of potent inaterial at 
intervals of two or more months may be all that 
is required in this disease to maintain the blood 
count and the hemoglobin at normal levels. 


BOOK REVIEWS 


Practical Obstetrics. By P. Brooke Bland, M. D., Pro- 
fessor of Obstetrics, Jefferson Medical College. Pp. 730, 
with 516 illustrations. Cloth. Price, 35.00. Philadelphia: 
F. A. Davis Company, 19382. 


This book, as the author states, though fash- 
ioned after the larger textbooks on obstetrics, is 
much smaller. Even though smaller, it is larger 
than the manuals, and occupies an in-between 
place; in fact, it is the result of a compilation 
of lecture notes that were prepared for and 
used by students. The author has succeeded ad- 
mirably in making this a concise work. Where, 
in the larger textbooks, a great deal of space is 
occupied by theories that are given in detail, the 
author gives clearly and concisely the usually 
accepted consensus of opinion. This compact- 
ness is especially exemplified in the chapter on 
the cause of labor. He deals with the toxemias 
of pregnancy and their treatment very clearly. 
Included also, are the more recent investiga- 
tions of the metabolism of pregnancy, with a 
list of various metabolic tests for pregnancy. He 
devotes a whole chapter to medical jurispru- 
dence as related to obstetrics. The book is un- 
usually well illustrated. The chapter on abor- 
tion is particularly well written and well illus- 
trated. Because of its textual conciseness with- 
out curtailing important subject matter and 
richness, and because of its pictorial excellence 
this book is especially well adapted for the stu- 
dent, as well as for the general practitioner who 
includes obstetrics in his practice. 
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Procedures in Tuberculosis Control. By Benjamin Gold. 
berg, M. D., Associate Professor of Medicine, University 
of Illinois. Pp. 373, with 54 illustrations. Cloth. Price, 
$4.00. Philadelphia: F. A. Davis Company, 1938. 


The author has shown a thorough knowledge 
of his subject, gained from a wide and long 
experience. The book is exceptionally well 
written. Dr. Goldberg has covered the field as 
to prevention, control, and treatment, the latter 
embracing the dispensary, sanitarium, and 
home. He has introduced both sanitary and 
medical procedures. There is also a chapter 
on legislation and survey which is invaluable to 
every physician, as well as to the welfare worker 
in the field of tuberculosis. 
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